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EXECUTIVE SUMMARY_

t

Essence of Care benchmarking is a quality improvement activity aimed at
improying care standards and quality. It is a process of comparing, sharing
and developing practice in order to achieve and sustain ‘best’ practice. The
Essence of Care toolkit was introduced by the Department of Heaith in
England during 2001 and was adopted soon after in Northern freland. During
2004 the DHSSPS commissioned NIPEC to lead the regional Essence of
Care project working with a wide range of statutory and independent

organisations to facilitate and evaluate the implementation of the benchmarks.

The purpose of this review has been to evaluate the progress being made
across Northern lIreland since 2005. The review consisted of a Part 1
questionnaire sent to colleagues who had responsibility for facilitating the
implementation of the benchmarks in their area since 2004 and Part 2
questionnaire sent to Nurse Directors to evaluate any organisational
development in relation to Essence of Care benchmarks. Part 2 also
evaluated the impact of the benchmarking process on patient experience.

Content analysis was used to analyse questionnaire responses.

The fin‘dings of the current review do indicate that the majority of Trusts
appear to be undertaking at least some Essence of Care work. It is evident
however that recommendations from the 2005 review of Essence of Care
remain largely unaddressed. For example there would appear to have been
limited widespread progress on capacity building at the leadership and
facilitation level to support benchmarking work, minimal evidence of multi-
.discip[inary learning to support benchmarking, and a continuing lack of
oiganisational commitment {o the process in some areas.. There has aiso
been a limited amount of ongoing monitoring and evaluation of the impact of
this work or that individual benchmarks were being rolled out between
organisations or compared with other areas regionally, in the way the

Essence of Care toolkit had been designed.

1
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The most successful aspects of locai benchmarking have been themed into
six categories — local area 1mprovements better information and awareness;
impact on training and development of staff; better service provision, greater

collaboration between disciplines; and environmental improvements.

_ Results from the Part 1 survey also indicated that organisational challenges to
the establishment, implementation and sustainability of Essence of Care are
linked to a lack of multidisciplinary focus for this work; time restrictions; lack of
commitment o the process; competing priorities; inability to meet resodrc:e
implications and lack of knowledge of and confidence in the benchmarking
process. Respondents offered a range of suggestions for improving the
utifisation of Essence of Care .across Northern Ireland including having
nominated champions -in each organisation, adopting a regional framework
approach to benchmiarking to include standardisation of audit tools and

methods for sharing good practice.

In Part 2 of the review, analysis of questionnaire returns indicated that levels
of satisfaction regarding the successful adoption of the Essence of Care
toolkit vary greatly. The main difficulties beihg reported .were a lack of
Ieadershlp and ownership of the process at a practice level; difficulties
obtaining consensus regarding 'best practice’ at a multidisciplinary level,
competing pr;o_rmes in relation to other quality improvement work; and the
challenge of sustaining this work within existing resources, at times without an
apparent supportive organisational infrastructure. It is evident that Essence of
Care remains lacking in the context of organisational priorities and strategic
planning, and while a fair number of respondents indicated that this Work is
part of their organisationa! governance framework, there is limited evidence

that this is being undertaken in a rigorous and system matic way.

In response fo the fihdings of this review, NIPEC make eight
recommendations aimed at improving the implementation and sustainability of
Essence of Caré. They cover key factors around leadership, local f‘aci‘litation,
regional and local prioritisation, resource procurement, awareness, training,

evaluation and sharing good practice.
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SECTION ONE
INTRODUCTION

1.0  'The Essence of Care' was commissioned by the Department of Health
in England in 2001 to support measures to improve quality, set out in'A
First Ciass Service‘ (DoH, '1998) and to contribute to the introduction of
clinical governance at local level. The benchmarking process outlined
in the original Essence of Care toolk_it helped practitioners to take a
structured approach to sharing and 'comparing practice, enabfing them
to identify the best and to develop action plans to remedy poor practice
in eight fundamantal areas of care — continence, bladder and bowel
care; personal and oral hygiene; food and nutrition; pressure ulcers:
privacy and dignity; record keeping; safety of patients with mental
health needs in acute- mental health and general hospital settings; and
principle's of self care. In 2002 work was undertaken to develop further '
benchmarks, and these were later published under the headings of
communication and promoting health (DoH, 2003). All of the ten
benchmarks were then presented in a revised format that took into
account the experience of those who had been using the original

Essence of Care toolkit.

1.1 Essence of Care has enabled health care personnel to work with
patients to identify best practice, and to develop action plans to
improve care. All sets of benchmarks are interrelated and complement
each other, for example, there are alements of privacy and dignity that
link with Continence' and bladder and bowel care. Ideally patients,
carers and practitioners work together to agree and describe good
quality care and best practice. The benchmarks have heen tested,
refined and endorsed nationally during a process of consensus
agreelﬁent ihvolving patients, professional and user gr'oup

representatives.

]
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SECTION TWO
BACKGROUND

2.0  The Mater Hospital Trust pioneered Essence of Care benchmarking
work in Northern lreland, commencing this activity in 2001 and
continuing - to-date. Mdst of the remaining Trusts as well as
organisations from outside the HPSS commenced this .initiative
between 2002 and 2005. During 2004 the DHSSPS in Northern Ireland
commissioned :NIPEC to lead the regional Essence of Care project

_through working .with a wide range of statutory and independent
organisations to facilitate and evaluate the implementation of ihe
benchmarks. This initiative was successful and in May 2005, fifty-four
Essence of Care projects from across Northern {reland were presented
at a conference to share key learning and discuss the challenges of
taking this work forward (See Appendix 1 for a List of all fifty four
Projects). Projects were undertaken across 16 HPSS Trusts, 5 Nursing
Homes, Marie Ctirie Cancer Care and the Prison Nursfng-Service. The
Northern Ireland Essence of Care Steering Group encouraged
orga,nis.ations to ‘build on the progress to date, by demonstrating and

sustaining improvements’ in the patient's experience of care’.

21 A comprehensive evaluation of the 2004-05 project indicated a need
for specific issues to be addressed in order to sustain and take forward

Essence of Care in Northern Ireland, including:

s Addressing training needs among staff involved in this activity

»  Providing resources to implement necessary changes as a resuit of
the benchmarkmg process

«  Managing the tendency for Essence of Care actwities fo compete

' with other quahty mttlatlves '

= Consider the value of forming regional groups to address
benchmarking e.g. tissue viability, infection control, health
promotion '

s Addressing the importance of ‘protected time’ at the practsce level.
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2.2 ltwas identified that the level of awareness of Essence of Care varied
and understanding of the toolkit and benchmarking process was
challenging for many. Despite this, there was a widespread
commitment to improving standards of care and these have since been
reflected in the DHSSPS Quality Standards (2006). These reflect the
poiential for utmsmg the Essence of Care benchmarkmg process as a
‘means of | Improving the delivery of safe and effective services. Strong
Ieadershlp was also crucial to the success of the pro;ect and one of the
essential factors for achievement was to ensure that benchmarking .
work was given a high priority, led from the top of the organisation and
regularly piaced as an agenda item on senior management meetings.
Three other important findings from the 2005 evaluation referred to the
heed to commit resources to Essence of Care through funding local
facilitation for the project, ensuring that the toolkit was part of all pre-
and-post registration nursing and midwifénj education and the need to
develop methods for sharing the outcomes of benchmarking activity.
The original review concluded by recommending .that organisations
‘Dromote a culture of person-centred care by incorporating the
principles of Essence of Care into organisational strategies for quality
improvement’. In the period since this time, not only ddes Essence of
Care' continue to provide an excellent organisational tool for practice
and quality improVement but it should incréasingly be seen as
beneficial to enable organlsatlons to performance manage the service

bemg provided for patlents across these ten fundamental areas of care.

Purpose of the NIPEC REVIEW

23 The purpose of this review has been to evaluate the progress being
made across Northern Ireland by a ran f heaithcare‘pm‘v'iders
dur:ng their continued implementation of the. Essence of Care
benchmarks in the period 2005-2007. NIPEC recognises the value of
Essence of Care benchmarking activities in improving qualrty standards

7 and patient experience. We were therefore keen to examine how this

" NIPEC has developed an online practice and quality development database available at
wannipee. n-l.nhs.uk which contains a number of Essence of Care projects from throughout Ireland.

5
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work had progressed, developed and if there were indicators of

sustainable improvements. .

APPROACH USED FOR THE REVIEW

2.4 | We utrhsed a questlonnalre survey undertaken in two parts because we
wanted to fmd out not only how each pro;ect had progressed but also if
the Essence of Care actrvrtles had. become lmbedded in the
organlsatlon and been further developed Therefore we decrded to
questson project leads from the ongmat project and then Directors of
Nursmg in the erghteen Trusts. -The part one questlonnalre was
designed to assess four factors about the progress of the original

Essence of Care work (yeported at the reglonai conference in 2_005).

= The current status of this work

= The most successful benchmarkrng areas

a  The most chattengmg aspects of this work and the reasons for this

a Other issues of relevance to the success of deliVerlng Essence of

Care.

2.5 The Part 1 questlonnalre (see copy in the Appendlx 2) was issued
| dunng December 2006, to those managers or practrtloners who had
responslbllity for fac1!|tatlng the !mplementatron of the benchmarks in
thelr area. Twenty -fwo questlonnarres representmg fifty-four reglonat
benchmarklng pro;ects were sent to organisations who had taken part
in the original work. A few Trusts had focused on delivering against
most of the ten benchmarks, while the maj_ority ot. organisations had
‘concentrated on implementing several of these. Twe.nty questionnaires
were returned compteted, referring to forty two projects, an excellent

response rate of over 90%.

2.6  The Part 2 questionnaire (see Appendix 3) was sent out to evaluate the
most recent organisational developments in relation to Essence of

Care and to assess its position within organisat’lonat strategy,
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operational policy and in particular governance. Part two also
evaluated the impact of thé ‘benchmarking process as a quality
improvement tool and drew focus on whether or not this was improving
actual patient experience. This guestionnaire was sent to Directors of
Nursing in the eighteen HPSS Trusts during’ February 2007. Eleven

questionnaires were returned, a reasonable response rate of 60%.

5
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SECTION THREE
| FINDINGS |
3.0 The findings of this review are presented in two parts to reflect the
information  gained .from each of the questionnaires. Both
questionnai.re‘s provided respondents with an opportunity to give
comments alongside each answer there_by‘ offering a qualitative
element to the study which resulted in a more meaningful review. A
process of ‘content analysis’ was used to analyse the findings. This is
an accepted method in qualitative research, often used to reduce
narrative  information into  themed categories. A  series of
recommendations are offered after the presentation of results to enable

Executive Nurse Directors and other organisational leads to consider

how they might take forward Essence of Care in their areas.

31  PART 1 RESULTS
The questionnaire asked respondents to indicate the name of the
project lead for Essence of Care according to each benchmark area,
the date of commencement for this work, current status of this activity,
completion date (if appropriate), and information on how the
benchmarking has been evaluated. Table 1 in the appendices provides
information in respect of the above questions, and this is summarised

as follows.

29  Information on forty-twe benchmarks was returnad in  twenty
questionnaires from across Northern jreland. Most of the Trusts as well
as organisations from outside the HPSS commenced Essence of Care
work between 2001 and 2005. Several Trusts would appear however,
to have undertaken no reportable work on _Eséence of Care. The
penchmarks used most often have'been privacy and dignity (8 projects
regionally), nutrition (12 projects), and pressure ulcers (5 projects). The
least utilised would appear to have been the self care and promoting
health benchmarks. The majority of projects were completed during the

last two years. Some reported ongoing action planning and

8
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implementation of these, a few projects are under review, however
there was little evidence that individual benchmarks were being rolled '
out between organisations or compared with other areas regionally, in
the way the Essence of Care toolkit had been designed. In a few cases
the learning from benchmarking activity in one clinical setting had led to
improvements -across the organisation. In one Trust for example, the
benchmark for nutrition has now been implemented across all in-
patient wards, with the MUST nutritional screening tool being used to

- assess the nutritional status of all new patient admissions.

3.3 There appeared to be a limited .amount of ongoing monitoring and
evaluation of the impact of the benchmarking process in most areas.
While Essence of Care was designed to be rolled out organisationally
and to promote benchmarking between service providers in different
areas, it would seem that the majority of projects undertaken in
Northern lrefand have been site specific and restricted to a single
action planning process. The majority of work reported has indicated
‘some evidence’ of evaluating -their benchmarking activiiy through
audits, and a few organisations have used a range of methods to
evaluate the impact of this work in a more systematic way e.q. through
undertaking quarterly audits, observing practice, satisfaction surveys,
monitoring complaints, service reviews and so on. However most have

reported ‘not having robustly’ evaluated their Essence of Care work.

3.4 Successful aspects of local benchmarking work
The Part 1 questionnaire asked respondents to indicate the range of

success factors that had been achieved in their area as a result of the

benchimarking process. These have beerr divided into the six themed
categories:

» . local area improvements

o better information and awareness

° impact on training and development of staff

° better service provision

9

 DHSSPS - | , 330-020-012




® greater collaboration between disciplines

o environmental improvements. ' : o

Local area improvements

The analysis of returned guestionnaires provides indication of a very

wide range of ‘local area improvements' as a result of Essence of Care
benchmarking. Improvements are wide ranging and. include, reduced
waiting times, reductions in clinic non-attendances, clear evidence of
Imprpved patient experience and local service user engagement in the
planning and improvement process. Appendix 4 provides some
examples regionally for how the privacy and dignity benchmark has not
only led to striking improvements for patients and carers, but if rolled

out regionally could enhance the experience of many people who

. receive heatlth care.

Better information and awareness

There were many examples of how Essence of Care work led to better

information and awareness in relation to a range of factors. For

example, in .one area using the continence benchmark, standard
information on what to expect at the clinic, is now sent to all clinic
attendees prior to their first visit thus improving patient awareness and
understanding. In another area, work on the privacy and dignity
benchmark resulted in staff becoming much more aware of the impact
of their behaviours on others. For example patient's confidentiality is
promoted through better use of écreens in clinical setlings to maintain
individua! privacy. Investigation gowns have beeh improved to prevent

exposure and locks on treatment room doors have been added. Policy

auidance for each of the above is now in place. Information for natients

and their families on the prevention and management of pressure

ulcers has now improved ‘and in another Trust that is looking at the
needs of clients with mental health needs in the acute setting, a
communication group'has been established to regularly review the

appropriateness of information patients receive.

DHSSPS
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Impact on training and development

- There was evidence that Essence of Care activities has impacted on
staff training and development. In one area, all health visitors and
school nurses are now offered training in relation to enuresis on an
ongoing basis. Another Trust has written Essence of Care into their
organisational learning and development programme to encourage its
use as evidence of self development. In relation to the prevention of
pressure ulcers, at least oné Trust has used the learning achieved from
the benchmarking process to highlight and address the need for more
appropriate training on screening and assessment of risk in patients.
Another Trust ensures that Essence of Care is paft of staff induction.
Encouragingly this is a muiti-disciplinary training approach and has

been attended by a wide range of nursing, medical and therapy staff.

Better service provision

There was evidence that a wide range of improved service provision
had been achieved as a result of Essence of Care activity.
Questionnaire analysis appears to indicate that this has been achieved
as a result of the leadership being given to the benchmarking process
in -specific areas, the resulting focus on assessing and improving
fundamental aspects of care, the deve[opment of staff in relation to
quality improvement and a local commitment to the work being
undertaken. Some areas have been able to engage carers and patient
support groups to maximise local involvement in the benchmarking
process and where benchmarking has been most successful the
leadership given has enabled a patient focused and structured
approach to developing, sharing and comparing best practice. One
sarvice provision in relation to the nutition
benchmark has restlted ip:

s+ Introduction of the MUST? nutritional screening tool (across a

number of Trusts)

Malnutritton Universal Screening Tool is a well validated assessment tool and involves patients in

planning for their nutrition from the moment of admission, with advice on how o continue when well

11
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»  Establishment of protected meal times
's Improved communication links between ward, -catering and hotel
services with regard to ordering and monitoring food provision
» Provision of dental screening
s Review of fridge-freezer facilities to facilitate storage of food for

patients with special dietary needs.

Greater collaboration between disciplines -

A number of réspondents to this review have reported that Essence of
Care is often seen as a ‘nursing project’ and as a result has hot been
given the multi-disciplinary consideration it requires. Analysis of the
Part 1 questionnaire has provided clear jndication- that successful
benchmarking activity appears to be enhanced when professional
groups work together and particularly when the work is informed by
patient and public involvement. In one Trust respondents reported that
she nutrition benchmark was only successful as a result of dietetic
input’ which they identified was a key factor in the collaboration
required to under_take'more holistic and comprehensive assessment for
patients. In another area a Trust-wide complaints forumn had been
established that included service user . representation. The
communication benchmark was being used to begin a multi-disciplinary
assessment of performance in this area. This process was chaired by a
non-executive director. Another Trust had improved communication
across the multi-disciplinary team as a result of Essence of Care.
Examples of this have included the deveiopment of a pretocol to guide
staff on how best to negotiate the involvement of carers, sharing of and

discussion around audit feedback, improved referral arrangements and

o ac N
I i WL

delivering patient care across the multi-disciplinary team.

again. The tool was developed and published by the British Association for Parenteral and Eateral

MNutrition.

12
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Environmental improvements

A number of the benchmark projects appe’a'r to have led to
environmental improvements. These tend to relate to the privacy and
dignity, food and nutrition and safety of clients with mental health
needs in the acute mental heatth and general hospita! settings.
Examples in the mental health context include improvements to
reception area, sitting room and ward dining room, installation of a new
resource room to facilitate patients and staff in accessing information
and more appropriate use of local community facilities. in the same
Trust, developments in the environment of a strbke unit have led to
increased frequency in the checking of cleanliness in toilet areas,
installing of mixer taps for patients with impaired dexterity and the
development of a pictorial aid to overcome language difficulties. It is
clear from the range of improvements offered that small changes have
the potential to make a big difference, but only if they have been

transferred to other areas,

3.5 Challenges to the establishment, imp!ementafion and

sustainability of Essence of Care

The remaining questions in' the Part 1 .questionnaire asked
respondents to describe any chaﬂenges they had experienced as an
organisation in relation to the successful establishment, implementation
and sustainability of Essence of Care benchmarking. The ‘challenges
faced by those leading on or taking part in benchmarking work have

been divided into six themed categories as follows:

° lack of multidisciplinary focus

s time restrictions

. lack of commitment to the process

o competing priorities

» inability to meet resource implications

° lack of knowledge of and confidence in the benchmarking
process, :

| 13
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Lack of multidisciplinary focus

' As noted ear}ief, a number of respondents reporfed that Essence of
Care is very much seen as a nursing project and targely the
responsibility of nurses to implement. Linked to this, one of the main
challenges facing teams has been finding ways to successfu[iy engage
and involve staff from other disciplines who may have no knowledge of
Essence of Care, but who are often critical to the successful
implementation and - sustainability of this work. Some Trusts have
experienced a lack of interest from other professional colleagues e.g.
we tried but received little response or interest from occupational

therapy, physiotherapy and support staff stich as IT and audit’.

. Time restrictions

It was interesting to note that one of the ma_in challenges to the
benchmarking process éppears to have been finding the time to take
this work forward’. A number of organisations stated that time to attend
meetings and ther tension between ‘committing to taking part in a
project group'versus'the priority of giving care to patients’ was a barrier
they bften expériehced O.ne Trust said that Essence of Care was one
example of add{t.'ona{ and expected work that was required to be done
within an already bUS/ work schedule’, however ‘only two hours had
been allocated on a monthly basis to attend project meetings', Another
: orgamsatlon stated that they.faced a ‘major challenge (o enabie staff to
find suitable time for groups to meet in order to contribute effectively to

 the benchmarking process’.

Competing riorities

It is svident from the
forward benchmarking work do face the challenge of meeting
combeting priorities, both at the level of service deliver{/ and through
requirements to undertake other quality improvement work. Staffing
issues as a result of changing levels of sickness and absenteeism,
commitments to training, education and other personal development

initiatives can reduce the amount of time given to Essence of Care.

14
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~ One Trust stated that the 'benchmarking had not been as successful as
we had hoped as the challenge >of ‘C!eénliness Matters’ has overtaken
it in priority, among other competing demands on the time of ward
staff’. Other organisations indicated similar barriers to this through, for
example, having to concentrate on government priorities such as

reducing delayed discharges and waiting lists’.

l.ack of commitment to the benchmarking process

it is evident from the range of responses to the questionnaire that a
Tack of local ownership’ and commitment to Essence of Care is one of
the main barriers faced by those attempting to champion this work.
Some Trusts have reported difficulties ‘keeping staff motivated and
enthusiastic about the process’, ‘maintaining interest and momentum
for this’ and the problems they have had ‘sustaining interest with other

workload pressures experienced by staff and managers’,

Inabifity to meet resource implications

Undertaking Essence of Care successfully requires a wide range of
resource  acquisition, which many -organisations have acknowledged
was not always in place and therefore a common barrier to sustaining
the process. Resource issues ranged from a ack of funding to appoint
a clerical offer for the project’, ‘lack of resouices to implement the
proposed actions from the review process’, and Yack of dedicated audit
department support- and assistance towards the m‘oniz‘oring and
evaluation process’. As noted earlier, proteéted time for staff to take
part in project meetings has been a resource challenge for many, as
was the level of resource required to change documentation and fund
new approaches to care delivery that were required in response to

recommendations from the benchmarking process.-

Lack of knowledge of and confidence in the benchmarking process

It has been a common view of respondents that the benchmarking
process is a challenge for many and requires an investment in training,

facilitation and ongoing project support  for its  successful

15
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implementation and sustainability. One organisation . stated that ‘the
initial challenge for the project groups was in relation to gaining an
understanding of the Essence of Care document as the benchmarking
process was a nhew concept for most. Another Trust experienced
‘difficulty establishing and staff accepting their work on the project area,
and a related frustration In agreeing on the fevel of compliance with
practice indicators’. The benchmarki'ng documentation proved
troublesome for many, some of whom claimed that ‘a great deal of
effort was requfred to clarify the details o.f the documentation as the
indicators were offen very repetitive’. Similarly ‘some of the
-hénchmarks within the toolkit were repetitive and time consuming,
which led to unnecessary duplication among factors that-could easily

have been integrated’.

3.6 Suggestions for improving the utitisation of Essence of Care

across Northern lreland

Part 1 of the questionnaire concluded by inviting respondents to offer
any particular suggestions they might have to assist development work
_in this area. An interesting range of responses was returned and have

been summarised as follows:

@

“It would be helpful to have named Essence of Care ‘champions’
in each area to provide ‘the leadership and facilitation skills
required to enable this work to be successful. This should include
a DHSSPS/HSCA and organisational fead in each area”; '

o “Standardised baséﬁne audit tools would be seen as very
beneficial, as this would reduce variations in what is being

- assessed for each benchimark’,

5 “A regional approach to benchmarking between organisations
would-be welcomed as a means of formalising the sharing of best
practice”; ‘

o “Essence of Care should be given the level of regional priority it

requires, be seen as compulsory in each organisation and

16
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organised appropriately in all areas through its integration with
Trust quality and governance work plans”: |

s “It would be helpful to héve the guidance of a regional framework
for Essence of Care fo help introduce and sustain this work, and
through facilitating common practice in the areas of service
review, identifying and using best practicé, audit and evaluation

approaches, documentation and reporting mechanisms”.

3.7 PART 2 RESULTS
The second part of this review consisted of a questionnaire (see
appendix 3) sent to Directors of Nursing in each of the eighteen HPSS
Trusts in Northern Ireland, and aimed at evaluating the current status
of Essence of Care in their areas. Nine questions were asked and the

responses to these summarised as follows:-

Questlon ohe asked respondents how satisfied they had been
- with ‘the progress of the Essence of Care benchmarklng work
undertaken in their organisation?
Of the eleven Trusts who completed this | questionnaire, one
organisation has been very satisfied with their benchmarking work, six
have been satisfied, and four dissatisfied. Most Trusts have undertaken
at least some implementation of two or more benchmarks in specific
areas. One Trust said that they were ‘satisfied with what has been
achieved and the standard of approach that was undertaken in
implemsnting the Essence of Care indicators for food and nuirition’.
Another Trust claimed that.'there has been an excellent response from
the multidisciplinary team to the benchmarks undertaken fo-date. Staff
are committed. to ensuring high standards within their praciice’. Thé
barriers to sustaining this work were highlighted in Part 1 findings,
however many Trusts continue to be committéd to taking forward this
process. One Trust, for example, stated that ‘progress has been very
slow due to competing demands at ward level’. Another said that there

was significant investment in facilitating Essence of Care at the outset

17
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of the project, however this has been difficult to sustain due to

competing priotities’.

Question two asked what the ‘main challenges’ they had faced

regarding the introduction and implementation of Essence of Care

benchmarks were?

Responses to this question were very similar to a related question in

Part 1 of the review. The following diﬁicu[ﬁes were echoed:

= Lack of leadership and ownership of the process at a prabtice level

Difficulties obtaining consensus regarding ‘best practice’ within the
multidisciplinary forum

= . Lack of a supportive infrastructure to facilitate this aspect of practice

- and quality improvementwofk ,

s Competing priorities in relation to other project work required to
address ministerial targets

" - The regional drive and level of facilitation by NIPEC was. a major
‘enabling factor’ for this work. Once this ceased organisations
'struggted to maintain this work’ | o

»  The challenge of supporting and sustaining projects within existing

resources.

Question three asked had they been able to expand Essence of

Care project work across their organisation?

In reshonse tn this question, seven Trusts stated that they had
- expanded their benchmarking work organisationally, while four said
that they had been unable to do so. ‘One Trust reported that in addition
to continuing work to imple;ment all of the benchmark areas, they had
been in contact with another»[oéat Trust and two Trusts in England to
share areas of good practice and further the level of comparison and

benchmarking. Another area noted that ‘many good initiatives have

A48
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resulted from the work in Cardiology on the food and nutrition
benchmark. A trust-wide group has now been formed to consider this
work on a wider scafe and thereby make widespread improvements
across the Trust'. One Trust that had so far been unable to expand the
benchmarking process noted that ‘this work has now been incorporated
within the strategy for nursing to bring about changes in the culture and
context of care to enable such work to be owned and taken forward by
practitioners. This will be supported and facilitated by senior nurses
and will therefore form part of the overarching principle of developing
person-centred care’. The challenge for the above organisation has
béen to incorporate Essence of Care benchmarking as an ‘nfegral
component of the overall drive for quality’, and not to be viewed as a
separate or additional piece of work. One other positive development
organisationally relates to how the recommendations from the food and
nutrition comparison group has contributed to.the re-establishment of
the ‘Food and Nutrition Group’ in one Trust which is chaired by the
Head of Nutrition and Dietetics. This initiative has ‘enabled staff to pilot
and introduce a coloured lid system which identifies patients requiring

assistance at meal times’.

Question four asked respondents whether Essence of Care had -
been ‘required’ in the following six strategic. and operational
planning areas: '

= Listed in the Director of Nursing’s objectiveé — eight stated that
seff imposed; three did not have Essence of Care in their
objectives. '

= Listed as organisational priorities for action - four said that they
were, whilé seven said that they were not.

* Prioritised within the Trust Delivery Plan and performance

management arrangements — four stated that Essence of Care
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was in their Trust Delivery Plan, while seven reported that this was
not the case. '

= Part of the organisational governance framework — seven

indicated that this was the case, while four said it was not. '

a Part-.of'the organisational . quality plan and/or clinical audit

. programme — hine Trusts stated that it was, while two said that it

wasn't,
» Part of the risk management programme within the
organisation — it was for four Trusts, but was not in the case of

seven Trusts.

Given. that only eleven of eighteen HPSS Trusts completed the
questionnaire, the above analysis from the eleven Trusts who are
actively pursuing this work indicates that the level of organisational

priority being afforded to this work appears weak.

Quiestion five asked ‘who was leading Essence of Care in their
organisation’.

In four of the eleven Trusts who responded, this leadership was the
responsibility of the Director of Nursing, sometimes in partnership with
a practice development or senior nurse. [n two Trusts the Assistant
Director of Nursing was leading this work. Other levels of responsibility
were delegated to an area manager, lead nurse, quality improvement

manager or practice development nurse.

Question six asked ‘whether or not Essencé of Care had a
multidisciplinary focus across the Trust’.

Ten of the eleven Trusts indicated that this Was the case. A number of
examples were brovide&i to show how this was being achieved, for
example, in mental health this was invo!ving nursing, medicine, A&E,.
social services, governance and audit department, and service users.
The food and nutiition benchmark in another Trust involved nursing',

dietetics, catering, dental services, speech and language services,

0=
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clinical governance team and patient support staff. One more example
in the area of privacy and dignity in an outpatient's department involved
representatién from nursing, medicine, radiography, physiotherapy,
records and information department, clinical and social care

governance team,

Question seven asked respondents to describe the type of
organisational support being given to Essence of Care

Answers 1o this question revealed that this is being achieved in a wide
rahge of ways, such as through the esiablishment of Local
Implementation Groups within clinical directorates, and through ‘time
out’ 7being facilitated to take the initiative forward within' local areas. In
one organisation the strategic lead is provided by the Trust Quality and
Governance Group and Nursing Executive Group. Essence of Care
was encompassed as a ‘work sfrand’ in_fhe Trust’s straté’gy for nursing
‘within the ‘develophaent of quality patient-centred care’ theme. In
another organisation a multidisciplinary steering group was set up and
chaired by the Director of Nursing. The Trust Quality’ Forum then
offered support and encouragement to ward areas and led the pilbt for
the nutrition and communication benchmarks. The Trusts career
framework for staff learning and development includes information and
guidance on Essence of Care and awareness sessions to support staff

in the implementation of the benchmarks are provided.

Question eight asked whether Essence of Care had informed
organisational policy, procedures andlor good practice
guidelines?

Ten of the eleven responding Trusts indicate this had been achieved in
a wide range of ways. In 'several Trusts for example, the MUST
nutritional assessment tool had been introduced and relevant care
planning documentation ‘issued in support as part of the food and
nutrition  benchmark. In other organisations, Essence of Care

benchmarking has been integrated into all aspects of clinical and social
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- care governance resulting in the development of various policies i.e.
" carer's and visitor's policy. In another Trust the operational policy on
the observation of patients with mental health prbbiems had been
“amended to afford people more privacy whilst ensuring their safety. In
a separate initiative poiicy. on preparation of patients for theatre had
changed in terms of keeping them warmer and to maintain their dignity
through ailowmg more _items of personal clothing to be worn. A
separate Trust had undertaken an initiative. through developmg a
‘participation and involvement policy’ which includes a procedure and
guidan.ce on involving patiehts in Essence of Care projects. Another
Trus‘i has devel_oped a Trust Visiting Policy that had incorporated

learning from the privacy and dignity benchmark.

Question nine asked if there was a team tréining approach to
implementing Essence of Care?

Eight of the eleven Trusts responding had facilitated a team training
approach to prepare staff for Essence of Care initiatives. These have
included such. things as awareness sessions: facilitated by the in-
- service education provider, training workshops for full teamns
undertaking specific benchmarks and input from specialist staff or
professional groupé with  expertise in an area that complements
developments in Essence of Care. Examples of this include training
offered by dieticians on areas of relevan_ce' to the food and nutrition

benchmark.

Question ten asked was there a clear understanding of the
benchmarkmg process and whether it related to sustained quality

Nine of the eleven Trusts claimed that there was a good level of
understanding of the benchmarking process. This is interesting
considering that most Trusts have found it difficult, for a number of
reasons, to roll this work out across and beyond their own services. In

addition, respondents in Part 1 of this review were often keen to note
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that organisational understanding of and confidence in the

benchmarking process.is sometimes weak.

A number of examples have been offered by Trusts who state that
orgamsat;ona!iy there is a good understandmg of the benchmarklng
process. This had been achieved, for example, when Essence of Care
had been linked with quality systems and when the governance
coordinator had been involved in the process thereby ensuring that the
benchmarks were integrated with other quality improvement initiatives.
Another Trust had ensured that the Essence of Care benchmarking
process was an integral component of the devélopment programme for
ward managers. In another example, there were quarterly reports to
the governance committee regarding Essence of Care and increasing
awareness of the impact of such work on improving patient experience.
A separate Trust claims to have established ‘a clear understanding of
the benchmarking process and how it relates to sustained quality
improvement within the organisation. Awareness sessions have been
provided to staff across the Trust regarding the benchmarking process
and the findings/recommendations of the process have been

communicated widefy’.
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4.0

4.1

4.2

SECTION FOUR
D!SGUSS]QN AND CONCLUSIONS

it is evident from the-above analysis that the regional effort to

imple_ment_the Essence of Care,be'ncghmarks has.been widespread and
had a positive effect on the quality of service provision in many areas,
and this must be recognised and commended. The findings of this
rev"iew are comprehensive and proﬁide helpful .guidance for those
continuing this work or when commencing benchmarking activity in
their organisation. The findings can also offer direction for those at a
policy and organisational planning level with responsibility for ensuring
that initiatives like Essence of Care are embedded in strategy and
governance.targets._A number of specific findings are worthy of
discussion at this stage and in response to the section below, a list of

recommendations for future work in this area are presented.

There is a need to understand better the factors that prevent the rolling
out and. ongoing -evaluation of benchmarking activity. A number of
these have been noted throughout this review, such as an apparent
lack of time to undertake this work, competing priorities, poor
leadership and lack of priority being given to this work at a strategic
and operational level. It is clear that the %ime factor’ has a méjor
bearing on the ability to underiake Essence of Care work, even when
there is organisational or local service commitment to the prdcess. This
alongside other competing demands on quality improvément e.d.
meeting hospital cleanliness and infection control targets, will require

consideration if Essence of Care is to have lasting impact.

A lack of confidence in the process organisationally would appear to

have been one of the main reasons why Essence of Care was not

sustained organisationally or why benchmarking between organisations

‘has rarely occurred. Indication is therefore provided for assessing the

level of understanding each organisation has regarding application of

DHSSPS
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the Essence of Care toolkit, and by considering the training needs
people have, the range of facititation skills ‘available and various other
levels of suppoit to enable this work to becorme effective and
commonplace i.e. admini.stration, audit and information/records
support. There is therefore a need to ensure that future work in this
area is underpinned by a sound educational programme to build
confidence in and understanding of this work, in conjunction with expert

facilitation and local leadership for the process.

4.3 Given that a number of Trusts acknowledged the challenge of
achieving multidisciplinary commitment to undertaking Essence of Care
work, it is essential that organisations learn from examples of
successful benchmarking practice. There is therefore a need to
promote awareness of Essence of Care as a mulitidisciplinary initiative
that involves engagement and paiticipation at a range of professional,
planning, service user and administrative levels. Two important ways of
achieving this are for organisations to publish the findings of successful
benchmarking activity on the NIPEC Development of Practice
Database or to access funding e.g. Regio—na] Multiprofessional Audit
Group (RMAG) supportt for audit work connected with Essence of Care.
This not only helps to share ‘good practice initiatives’ but in éddition to
promoting the sustainabilify of such efforts can assist organisations to
build confidence and capacity in the benchmarking process through
pooling resources and enabling those facilitating such work to

collaborate during the development of their project work.

4.4 |t is clear from the range of improvements offered during the review
analysis that small changes have the potential to' make a big
difference, but only if they have been transferred to other parts of
individual organisations and regionally. There is therefore a
responsibility for those leading and facilitating Essence of Care to
ensure that the outcomes of this work are shared widely. If all of the
many positive achievements gained as a result of the rep'orting for this

review were shared, good practice -initiatives would have been
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enhanced in many areas. Opportunities to utilise the benchmarking
toolkit could then have been re:alised in the way it was desigred and
originally intended whereby a number of organisations focusing on a
specific benchmark, would compare evaluation data, share action
plans and monitor the impéct of these changes in pfactice..This would
not only help to develop a widespread appreciation of the potential of
Essence of Care, but will in doing so build capacity and confidence at
the service deliVery-_!evel. in a way that helps practitioners to develop
essential skills in quality improvement work. Ways of ensuring there is
bétter organisational commitment will therefore require consideration if
this work is to become mainstreamed and thus have the kind of impact

on quality and safety of care provision that it has the potential to offer.

4,5 Organisations therefore have a responsibility to promote awareness of
the benchmarking process and the opporiunities this can bring for
improving team working and service delivery. This review provides
evidence that if Essence of Care is not seen as a ‘high priority” it is
unl_ikély to be driven from the top-of the organisation or given the local
co_'mrhitmeht it requires. It has been suggested by a number of
questionnaire tespondents and s -evidently clear that in future,
Essence of Care will require the regional government drive given to
other quai%fy and performance improvement priorities if it is to become
regionalised and .central to organisational govermnance work. It is
therefore essential to have the benchmarks embedded in DHSSPS
Priorities for Action targets, and thus recognised as a well established
process for improving the quality of services and as a result patient
experience. [t is clear therefore that a requirement to challenge
attitudes to Essence of Careis evident, as a recommendation from this
review and it is likely that if prioritised as a performance target through
specific quality indicators, there is a rﬁtlch greater likelihood that
organisations, managers and practitioners will iﬁ‘lplement and sustain
the process. There is firm evidence from Northern Ireland and beyond
‘that Essence of Care does improve quality of service provision and

patient experience in health and social care. Changing levels of
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expectation around this process and by ‘making the benchmarks a
regional priority to which orgari'isa_tions are held to account, may
stimulate the change in focus that is required to build levels of

commitment regionally.
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SECTION FIVE
'RECOMMENDATIONS
NIPEC aims to improve the quality of health and care by supporting the
practice, e'ducation and performance of nurses and midwives. We believe.
Essence of Care is é significant tool to guide and improve the quality and
safety of services while contributing to personal learning and development for
" practitioneré, patients and the public. The henchmarking toolkit can provide
strong evidence in support of the achievement of HPSS Quality Standards
and in addressing fundamental aspects of care in areas such as privacy and
dignity the outcomes of this work can contribute to performance indicators

around the vital area of improved patient experience.

As a response to this reviews findings and discussion NIPEC make the

following recommendations to assist organisations when taking forward future

Essence of Care benchmarking work:

md : 'ators for%

'_';.targets around organtsational quailty

T lmproved_patfent expenence
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:-WOI’k‘Wlth other areas
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BN APPENDICES

Appendlx 1 L;si of a!l Prolects by Organtsatlon and Benchmark

'Name_ ef Organlsatlon )

: Benchmark

Altnag'el\jin'_ -

Nutrition _
Pressure Ulcers

| Privacy and Dignity -
‘Personal and Oral Hyglene

“Armagh and Dungannon Nutrition
_ & - Continence
Belfast City. Hospital Nudrition -

Safety of Clients wnh Menza[ Heahh
Needs

Craigavon Area Hospltals Group

Privacy and Dignity

Trust Pressure Ulcers
Nutrition
Causeway H&SS Trust Nutrition

: anacy and Dlgnity E
Safety of Clients with Mental Health

- R | | Needs -
Craigavon and Banbridge Contingnce
Down and Lisburn, Nufrition

Pressure Ulcers

Foyle: ', v

-Nutrition

Privacy and'lf)lgnlty

Personal and Oral Hyglene

Greenpark Healthcare Trust -

Nutrition : S
Personal and Oral Hyglene
Pressure Ulcers ' o

Homefirst Nutrition -
o i Privacy and Digmty
:Continenice
L _ Communication
Mater Hospital Trust Nutrition . '

Communication

Privacy and Dignity
Pressure'UIcers

Personaland Oral Hygiene
Continence '
Safety of Clients with Mental Health
Needs

Record Keeping

Self Care

Newry and Mourne

Record Keeping

Continence
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Royal Group of Hospitals Nutrition
. : Communication
Sperrinlakeland Nufrition

Safety of Clients with Mental Health
Needs

Ulster Community & Hogspitals Trust

Nuirition

Safety of Clients with Mental Health

Needs.

United Hospitals Trust

Pressure Ulcers
Record Keeping
Nutrition

Marie Curie

Communication
Nutrition '

Privacy and Dignity

Northern Ireland Prison Nursing
Service

Self Care

Clonlee Nursing Home .

Communication

Four Seasons Health Care — Four
Boards

Pressure Ulcers .

Kingsway PNH

Record Keeping

Massereene Manor

Communication
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Hacord kesping
Guidanca for nurses and midwivas

The way in which nurses and midwives keep records is usually
set by their employer The Nursing and Midwifery Council (NMC)
recognises that, because of this, nurses and midwives may use
different methods for keeping records. However: the principles
of goad record keeping are well established, and should reflect
the core values of individuality and partnership working.

Good record keeging is an integral part of nursing and
midwifery practice, and is essential to the provision of safe
and effective care. It is not an optional extra to be fitted in if
circumstances allow, _ :

National programmes far the use of information communication
technology and electranic record keeping are being introduced
throughout: the UK. Although electronic recards are evolving,

it is clear from nurses and midwives that paper-based records
are stifl commonly used. This guidance applies to both paper and
electronic records. It explains what we expect from all nurses
and midwives.
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Good reeord keeping, whether at an individual, tearn or
organisational level, has many important Funetlone These- lnelude
a range of clinicat, administrative and educational uses such as:

» helping to improve accountability

> ghowing how decisions related to patient care were made
> supporting the delivery of services '

3 euppor‘ting eFFeetlve clinical judgements and dectsu:)ne

> supporting patient care and Communleetmne : |

. maklng ContanIt\/ of care easier

o prowd[ng documentary evidence of services deilver‘ed

»  promoting better communication and sharing of information
between members of the multi- profeesmna! heaithcere team

> hélping to identify risks, and enabling early detection
aof Complications

> supporting clinical audit, reeeereh ai!ocatton oF resources

end perFormance p[annlng S

e he[plng to addreee comp[alnte or Iegal proceeeee

2 Record keeping
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The Data Protection Act 1998 defines a health recordas
“consisting of information about the physical or mental heaith
or condition of an identifiable individual made oy or on behalf
of a health professional in connection with the care of -

that individuat”,

The principles of good record keeping apply to all types of
records, regardless of how they are held. These can include:

> handwritten clinical notes

> emails

+ letters to and fror othér health professionals
> laboratory reports

> X-rays -

*  printouts from monitoring equipment,

* incident reports and staternents

> phatographs

» videos

* tape-recardings of tefephone conversatians

* text messages.
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Principles of good recard keeping
Hahdwriting“should'be legible. |
All entries to records should be signed. In the case of written

records, the person’s name and job title should be printed
alongside the first entry.

In line with local policy, you should put the date and time on all
records. This should be in real time and chrondlogical order
and be as close to the actual time as possible.-

Your records should be accurate and recorded in such a way
that the meaning is clear.

Records should be factual and not include unnecessary
abbreviations, jargon, meaningless phrases or irrelevant
speculation.

You should use your professional judgement to decide what
is relevant and what shauld be recorded. '

- You should record details of any assessments and reviews

undertaken, and provide clear evidence of the arrangements.
you have made for future and ongoing care. This should
alsoinclude details of infarmation given about care

and treatment. :

Records should identify any risks or problerns that have arisen
and show the action taken to deal with them.

. Recerd ka=sping
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9 You have a duty to communicate fully an_d effectively with your
colteagues, ensuring that they have all the information they
need about the people inyour care. _

10 You must not alter or destroy any records without being
autharised to do so.

11 In the unlikely event that you need to aiter your own or
another healthcare professicnals recards, you must give
your name and job title, and sign and date the original _
documentation. You should make sure that the alterations
you make, and the original record, are clear and auditable.

12 Where approprlate the person in your care, or their carer,
should be involved in the record keepmg Process.

13 The language that you use should be gasily understoad
by the people in your care. :

14 Records should be readable_ when photocopiad or scanned.

15 You should not use caded expressions of sarcasm or
humarous abbreviations to describe the people in your care.

16 You should not falsify records.

DHSSPS - : 7 330-020-059




Conﬁdentsahty

17 You need to be ful ly aware of the legal requ1rements and
guidance regarding conﬁdentlahty, and ensure your practlce
is in line with national and local policies.

18 You should be aware of the rules governing conﬁdentlahty
in respect of the supply and use of data for
secondary purposes '

19 You 'should follow lacal policy and guidelines when using
records ’for research purposes.

20 You should not discuss the people in your care in p[aces where
you might be overheard. Nor should you leave reeords gither
on paper or on computer screens, where they mlght be seen
by unauthorised staff or members
of the public,

21 You should not take or keep photographs of any person,
or their family, that are not clinically relevant.

b ' ' : )

6 Aecard keeping
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Access

22 People in ydur_ care should be told that information on their
health records may he seen by other people or agencies
involved in their care. :

23 Péople inyour care have a right; to ask to see their own health
records. You should be aware of your local policy and be able

Lo explain it to the person,

24 Peoplein your care have the right to ask for their information
to be withheld from you or other health professionals, You ,
must respect that right unless withholding such information
would cause serious harm Lo that person or others,

25 If you have any problems relating to access or record keeping,
such as missing records or problems accessing records, and
you cannot sort out the problem yourself, you should report
the matter to someone in autharity. You should keep a record
that you have done so. :

26 You should not access the records of any person, or their
Family, to find out personal information that is not relevant
to their care.

330-020-061
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Disclosure

27 Information that can identify a person in your care must
not be used or disclosed for purposes other than heaithcare
without the individual's explicit consent. However, you can
release this information if the law requires it, or where there
is a wider public interest.

28 Under common law, you are allowed to dlscloee information
if it will help to prevent, detect, investigate or punish serious
crime or if it will prevent abuse or serious harm to others.

inrermec;en symems

29 You ehou[d he aware of, and know how touse, the mfor“matlon
eystems and tools that are availahle toyou in your practice.

30 Smartcardsor passwords to access information systems
must-not be shared. Similarly, do not leave systems open
to access when you have finished using them.

31 You should take reasonable measures to check that your

arganisation’s systems for recording and storing information,

whether by computer, email, fax or any other electronic
means, are secure. You should ensure you use the system
appropriately, particularly in relation to confidentiality.

8 BRecord keeping
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Personal and professional knowleclge and skills

32 You have a duty to keep up to date with, and adhere to,
refevant legislation, case law, and national and local policies
relating to information and record keeping. ' :

33 You should be aware of, and develop, your ability to
communicate effectively within teams. The wayyou record
information and communicate is crucial, Other people will
rely on your records at key communication points, especially
during handover, referral and in shared care.

34 By auditing records-and acting on the results, you can assess
the standard of the record keeping and communications.
This will allow you to identify any areas where improvements
might be made. :
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This gu1dance is supparted by further‘ notes and frequent%y asked
questions, along with the NMC advice sheet Conﬁdent:ahty (Po08],
which are ava;lab!e at www.nmc-ukorg

Further information can be found in the following documents and
publications which are available on various external websites.

. National Health Service (Venereal Dlsease) Regulations
(511974/29)

> Accessto He_élf:h He_t:qr'd's Act 1990
> Computer Misuse Act 1990
2 Civil Evidence Act 1995

> The C_aldicott Committee Report on the Review of Patient-
*|dentifiable Information, Department: of Health (1997]

) Acceés to Medical Reports Act 1998
_» Data Protection Act 1998
> Human Rights Act 1988

> Road Traffic Act 1998

> Data Protection [F’rocessing of Sensitive Personal Data)
‘Order 2000

10 Pecord kesping
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»  Electronic Communications Act 2000

»  Freedom of Information Act 2000

> Freedom of Information (Scotiand) Act 2002
* Communications Act 2003

> Confidentiality: NHS Code of Practice (2003)

> Information Security Management NHS Code of
~ Practice (2007)

> NHS Information Governance: Guidance on Legal and
Professional Obligations {2007)

» Counter-Terrorism Act 2008
*  Hurnan Fertilisation and Embryology Act 2008

» Records Management: NHS Code of Practice [Scotland)
Version 1.0 (2008)

11
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This guidance on record keeping was published in July 2008,

for implementation from 1 August 2003, It replaces Guidelines
for records and record keeping (NMC 2002) and the NMC advice
sheet on record keeping (NMC 2007). '

The current design was introduced in April 2010, however the
content has not changed. '

-Eurther information to support this guidance is availahie
on our website, www.nmc-uk.org

This guidance will be reviewed in 2012,

12 Record keeping
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